A 21 year old woman presented with painful groin lymphadenopathy and malaise. Lymph node biopsy, to exclude atypical infection and malignancy, suggested the diagnosis of lymphogranuloma venereum. This diagnosis was confirmed by serology and polymerase chain reaction, with the patient subsequently admitting to a casual sexual contact within the United Kingdom. Alternative methods of investigation of this disease are discussed.
Case report A 21 year old white heterosexual woman presented with a 3 day history of lower abdominal discomfort, a painful right groin mass, frequency of micturition, and a 4 week history of general malaise, anorexia, and weight loss. Her past medical history consisted of a non-toxic goitre and a cholecystectomy. She was unemployed, and had no pets. She denied recreational drug use, and was not on any medication. She was known to be allergic to penicillin.
On examination she was pale, apyrexial, and distressed with pain. There was a small smooth goitre. The cardiovascular and respiratory systems were unremarkable. Examination of the abdomen revealed a cholecystectomy scar, but no guarding or organomegaly. A 2 cm lymph node was identified in the right groin. A number of smaller non-tender nodes were present in the left groin, and there was a single palpable node in the left axilla. There was no other lymphadenopathy.
Full blood count, serum biochemistry, liver, and thyroid function tests on admission were all normal. The Monospot test for infectious mononucleosis was negative. Her plain abdominal x ray demonstrated "bowel loaded with faeces", but "no radiological evidence of bowel obstruction or perforation".
The following day, the patient described a 2 month history of offensive vaginal discharge and offensive menstrual loss. (table) .
The introital ulcer was C trachomatis DNA positive by single plasmid PCR,2 but the nested major outer membrane protein (MOMP) PCR3 was negative, and could not therefore be typed by this latter method. The lymph node tissue DNA extract was C trachomatis DNA positive by single plasmid PCR, and was also positive by nested MOMP PCR. This latter method enabled serovar typing of the C trachomatis, and this was demonstrated to be serovar Li (fig 2) .
Discussion
Positive diagnosis of lymphogranuloma venereum is difficult, requiring a combination of good clinical acumen and supportive investigations.
The primary lesion of LGV usually appears 3 to 12 days after exposure to C trachomatis serovars L1-3. Classically, this is a transient ulcer or papule, commonly affecting the coronal sulcus, frenulum, or prepuce in men, and the posterior vaginal wall, fourchette, or posterior cervical lip in women. Other presentations during the primary stage may be urethritis, endometritis, or salpingitis.
Serovars L1-3 are lymphotrophic, causing thrombolymphangitis or perilymphangitis, while other C trachomatis serovars are trophic to squamocolumnar epithelium with limited localised lymphoproliferation (for example, induction of mucosal follicle formation). The secondary stage of LGV is thus characterised by inflammation and swelling of the regional lymph nodes. Development of lymphadenopathy may be delayed up to 6 months after exposure. The sites of involvement are usually the inguinal nodes in men (resulting in bubo formation), and the deep pelvic or inguinal nodes in women.
The secondary stage is also associated with systemic spread of C trachomatis, occasionally causing pneumonitis, arthritis, hepatitis, and more rarely perihepatitis (Fitz-Hugh-Curtis syndrome). The elevated liver transaminases in our patient were felt to be due to perihepatitis, since rapid improvement followed initiation of therapy.
The tertiary, or anorectogenital, stage is characterised by proctocolitis, perirectal abscesses, fistula formation, and rectal stricture/stenosis.
In the past, the diagnostic gold standard for LGV has been the culture of C trachomatis serovar L1-3 node from either the primary lesion or from a lymph aspiration. The specificity of cell culture is excellent, however its sensitivity is only about 50%. Serology provides a useful tool in the diagnosis of LGV. Documented seroconversion, however, is rarely seen since patients usually present after the acute stage. Micro-immunofluorescence (MIF) titres are usually high (> 1/512), but this test has broad cross reaction with other C trachomatis serovars. 4 The whole inclusion immunofluorescence test (WIF) is more specific for LGV strains of C trachomatis since it uses the L2 serovar rather than the previously used E serovar. A rise of 1/64 or greater with LGV complement fixation tests (CFT) is seen in 50% of patients. This response, in conjunction with the elevated WIF, is indicative of LGV.
By using PCR primers selected from the nucleotide sequence of the endogenous plasmid of C trachomatis, the presence of C trachomatis can be specifically differentiated from other species.2 The diagnosis in our patient was confirmed by serovar typing the major outer membrane protein gene of C trachomatis by PCR and restriction fragment length polymorphism analysis. 3 The polymerase chain reaction may provide an accurate laboratory diagnosis of LGV in low prevalence areas, without the need for cell culture. However, it should be remembered that inhibitors of the PCR can be present in human material, including body fluids, and give rise to false negative reactions. Although PCR is rapid and sensitive, it cannot therefore totally replace current conventional laboratory methods, and should be viewed as a useful additional test to complement those that already exist. In conclusion, PCR is an exciting new test which should improve the diagnostic efficiency in cases of lymphogranuloma venereum.
